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INTRODUCTION

The novel coronavirus (COVID-19) has exposed the governance failures
within health systems across the globe, leading to the deaths of over two million
people.1 Despite the debilitating effects of previous outbreaks such as MERS,
SARS, and EBOLA on some countries, many others were unprepared for the
onslaught of COVID-19. Essentially, many countries had the capacity to respond
but were simply unprepared to do so.
The rapid development and current global patronization of COVID-19 vaccines although laudable, are not magic wands that will wave the virus away. Vaccines form part of pandemic response strategies and do not guarantee mass protection particularly in this era of misinformation and the right to choice. As a
result, countries must prioritize and heavily invest in pandemic preparedness to
respond effectively to “serious national and global security threats.”2 This can
only be achieved by building trust, cross-sector international collaboration, and
strong yet compassionate leadership. In the words of Noah Harari, “[t]o defeat
an epidemic, people need to trust scientific experts, citizens need to trust public
authorities, and countries need to trust each other.”3

II.

GLOBAL HEALTH TREATIES AND GOVERNANCE

There is a plethora of global treaties and standards that were enacted to encourage trust, collaboration, and leadership—some binding and others merely
normative. Key amongst them in this era of infectious disease outbreaks are the
International Health Regulations (IHR).4 The IHR, an international treaty, are
legally binding on all member states of the World Health Organization [WHO]

1
Covid 19: Two Million Deaths, So What Went Wrong?, BMJ (Feb. 11, 2021),
https://www.bmj.com/content/372/bmj.n393.
2
SYLVIA MATHEWS BURWELL ET AL., COUNCIL ON FOREIGN RELS., IMPROVING PANDEMIC
PREPAREDNESS: LESSONS FROM COVID-19 7 (2020), https://www.cfr.org/report/pandemicpreparedness-lessons-COVID-19/pdf/TFR_Pandemic_Preparedness.pdf.
3
Yuval Noah Harari, In the Battle Against Coronavirus, Humanity Lacks Leadership,
TIME (Mar. 15, 2020, 6:00 AM), https://time.com/5803225/yuval-noah-harari-coronavirushumanity-leadership/.
4
World Health Organization [WHO], International Health Regulations (2005) (3d ed.
2005), https://www.who.int/publications-detail-redirect/9789241580496.
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and were adopted after the SARS outbreak.5 Their aim is to provide a system of
preparing for, monitoring, and reporting international health threats and improve
coordination without interference of trade and travel.6 Consequently, countries
agreed to ensure the development of core capacities such as legislation and pandemic planning to implement the regulations.7 Article 3(1) of the IHR also clarifies that countries must have regard for the “dignity, human rights, and fundamental freedoms of persons” in implementing the regulations.8
The Universal Declaration of Human Rights,9 WHO Constitution,10 and the
International Covenant of Economic, Social and Cultural Rights11 all indicate
that everyone has a right to health. The full extent of this right is expatiated on
in the Committee on Economic, Social and Cultural Right’s General Comment
No. 14, and includes state responsibility to provide healthcare, combat infectious
diseases, and ensure access for all to the underlying determinants of health.12
Thus, there is impetus for the change required to improve pandemic preparedness
outside the IHR framework. Whilst discussions on IHR reform are ongoing, there
are many actions countries can take at the national level to improve pandemic
response.

III.

WHO SYSTEMS BUILDING BLOCKS

In 2010, the WHO published an analytical framework to describe health systems by disaggregating them into six core components.13 As shown in Figure 1,
these core components are health service delivery, health workforce, health information systems, access to essential medicines, health systems financing, and
leadership and governance.14 No health system can thrive without these
5
See International Health Regulations, WORLD HEALTH ORGANIZATION [WHO],
https://www.who.int/health-topics/international-health-regulations#tab=tab_1.
6
See International Health Regulations (2005), supra note 4, Foreword.
7
Lawrence O. Gostin & Devi Sridhar, Global Health and the Law, 370 NEW ENG. J.
MED. 1732, 1736 (2014).
8
See International Health Regulations (2005), supra note 4, art. 3(1).
9
G.A. Res. 217 (III) A, Universal Declaration of Human Rights art. 25(1) (Dec. 10,
1948).
10
Constitution of the World Health Organization [WHO] pmbl.
11
International Covenant on Economic, Social and Cultural Rights art. 12(1), Dec. 16,
1966, 933 U.N.T.S. 14531.
12
Economic and Social Council [ESCOR], CESCR General Comment No. 14: The Right
to the Highest Attainable Standard of Health (Art. 12), ¶ 36, U.N. Doc. E/C.12/2000/4 (Aug.
11, 2000).
13
WORLD HEALTH ORGANIZATION, MONITORING THE BUILDING BLOCKS OF HEALTH
SYSTEMS: A HANDBOOK OF INDICATORS AND THEIR MEASUREMENT STRATEGIES vi (2010).
14
Id.
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foundational blocks. It is also important for each component to be underpinned
by implementable laws and policies which clearly define rights, duties, and responsibilities and the extent of each.

Figure 1: WHO Systems Building Blocks15
Countries that adopted this six-component framework or some variation of it
have fared better than those that have not actualized one or more of the blocks
within their health systems.16 Most glaringly, the pandemic has highlighted the
utmost importance of the interrelated leadership and governance, health workforce, and service delivery blocks—a failure in one area has a domino effect on
the others.

IV.

HEALTHCARE WORKER RIGHTS

Healthcare workers (HCWs) form an integral part of emergency healthcare
delivery yet leadership failures have led to the deaths of thousands of HCWs

15
Figure 1: WHO Systems Building Blocks. Tsegahun Manyazewal, Using the World
Health Organization Health System Building Blocks through Survey of Healthcare Professionals to Determine the Performance of Public Healthcare Facilities, ARCHIVES PUB.
HEALTH 75 (Aug. 31, 2017), https://doi.org/10.1186/s13690-017-0221-9.
16
We Must Redesign the WHO’s Building Blocks to Create More Resilient Health Systems
for the Future, BMJ (Apr. 14, 2021), https://blogs.bmj.com/bmj/2021/04/14/we-must-redesign-the-whos-building-blocks-to-create-more-resilient-health-systems-for-the-future/.
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globally as shown in Figure 2.17 These numbers will continue to rise without
adequate logistical support and well-documented protections for HCWs.18

Figure 2 : HCW Deaths, Statistica, September 202019
The enforcement of occupational health standards and infection prevention
and control policies must be prioritized. In order for health systems not to crumble due to a lack of manpower, employers should provide HCWs with hazard
pay and benefits, enhanced insurance and liability protections, and clear guidance on crisis standards of care. The government must also be protected from
community attacks driven by stigma, fear, and misinformation.20

17
Global: Amnesty Analysis Reveals over 7,000 Health Workers have Died from COVID19, AMNESTY INT’L (Feb. 1, 2021), https://www.amnesty.org/en/latest/news/2020/09/amnesty-analysis-7000-health-workers-have-died-from-covid19/.
18
See Soham Bandyopadhyay et al., Infection and Mortality of Healthcare Workers
Worldwide from COVID-19: A Systematic Review, 5 BMJ GLOB. HEALTH 1, 2 (2020),
https://gh.bmj.com/content/bmjgh/5/12/e003097.full.pdf.
19
Figure 2: Health worker deaths from COVID-19. Infographic: Where Most Health
Workers Have Died From Covid-19, STATISTA INFOGRAPHICS, https://www.statista.com/chart/22795/highest-number-of-health-worker-deaths-from-covid/ (last visited June
15, 2021).
20
PREVENT EPIDEMICS, VITAL STRATEGIES, 12 CHARACTERISTICS OF AN EFFECTIVE PUBLIC
HEALTH EMERGENCY LAW (2020), https://preventepidemics.org/wp-content/uploads/2020/08/
CCC_276_LEG_-Characteristics-of-an-Effective-Public-Health-Emergency-Law-.pdf.
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DISPARITIES IN NATIONAL COVID-19 RESPONSES

A. France and New Zealand
As aptly indicated by Dr. Larry Brilliant, outbreaks are inevitable but pandemics are not.21 How do we prevent outbreaks from becoming pandemics? New
Zealand has demonstrated that it takes strong, decisive leadership, early action,
strict temporary measures, mass testing, isolation of imported cases, and a sense
of ownership to prevent a pandemic from occurring.22 Repeatedly, all five million inhabitants of New Zealand were collectively and individually encouraged
to work as a team to defeat the virus.23
Conversely, France responded slowly to reports of the first set of cases and
took its time to lock down.24 France failed to contain the virus for a number of
reasons including lack of logistical support for mass testing.25 Unfortunately, the
recently-developed vaccine may not completely eradicate the virus within the
country because 33% (the highest percentage worldwide) of French nationals do
not trust vaccines according to the Wellcome Global Monitor on attitudes to vaccines.26

21
Fikre Germa, Pandemics, Ebola, and the Family Doctor, 62 CAN. FAM. PHYSICIAN 203,
203 (2016), https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4984582/pdf/0620203.pdf (citation omitted).
22
Michael G Baker, Amanda Kvalsvig, and Ayesha J Verrall, New Zealand’s COVID‐19
Elimination Strategy, MED. J. AUSTL. (Aug. 13, 2020), https://doi.org/10.5694/mja2.50735.
23
Noah Smith, “A Team of Five Million.” How New Zealand Beat Coronavirus., DIRECT
RELIEF (Aug. 3, 2020), https://www.directrelief.org/2020/08/a-team-of-5-million-how-newzealand-beat-coronavirus/.
24
Jean-Paul Moatti, The French Response to COVID-19: Intrinsic Difficulties at the Interface of Science, Public Health, and Policy, 5 LANCET PUB. HEALTH e255 (2020),
https://www.thelancet.com/action/showPdf?pii=S2468-2667%2820%2930087-6.
25
Id.
26
See GALLUP, WELLCOME GLOBAL MONITOR: HOW DOES THE WORLD FEEL ABOUT
SCIENCE AND HEALTH? 114–15 (2019), https://wellcome.org/sites/default/files/wellcomeglobal-monitor-2018.pdf (last visited Apr. 18, 2021).
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B. Democratic Republic of Congo and Rwanda
The Democratic Republic of Congo [DRC] and Rwanda are two examples of
African countries with histories of conflict which now have contrasting health
systems. In the DRC, years of conflict have completely decimated trust for institutions—especially within the health sector.27 Consequently, efforts to control
the Ebola outbreak were met with violence as treatment centers were attacked
and many HCWs lost their lives.28
During the Rwandan genocide, 800,000 people lost their lives in 100 days and
yet the government consistently made the effort to build up the trust of communities in health authorities.29 Today, Rwanda’s secret weapon against COVID19 is trust.30 Ninety-seven percent of Rwandans trust their health authority.31
Building the trust of a nation takes time—however, this process should not be
taken for granted if we want to move forward.

VI.

LAW AS A TOOL FOR IMPROVED PANDEMIC RESPONSE

Law and policy have a major role to play in shaping health systems and their
response to infectious disease outbreaks. The body of public health emergency
laws of every country must seek to achieve each of the following objectives:
•
•
•
•
•
•
•

Define triggering events
Address the complete lifecycle of emergencies
Balance strong and agile decision-making with meaningful oversight
Fund health and allied sector activities adequately
Equip authorities with all relevant public health tools
Fulfill IHR obligations32
Protect human rights

27
Mortality, Violence and Lack of Access to Healthcare in the Democratic Republic of
Congo, RELIEFWEB (June 11, 2003), https://reliefweb.int/report/democratic-republiccongo/mortality-violence-and-lack-access-healthcare-democratic-republic.
28
INSECURITY INSIGHT, ATTACKS ON HEALTH CARE IN THE CONTEXT OF THE EBOLA
EMERGENCY RESPONSE IN THE DEMOCRATIC REPUBLIC OF THE CONGO (2019), http://insecurityinsight.org/wp-content/uploads/2019/12/Overview-Attacks-on-Health-Care-in-the-DRCJan-Nov-2019.pdf.
29
Eli M. Cahan, Rwanda’s Secret Weapon Against Covid-19: Trust, BMJ 1, 1–2 (Dec.
11, 2020), https://www.bmj.com/content/bmj/371/bmj.m4720.full.pdf
30
Id.
31
See GALLUP, supra note 26, at p. 67.
32
See supra notes 3–5 and accompanying text.
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Integrate functioning health strategies
Ensure secure and timely flow of health data across all levels of governance
Enforce the rules without imposing unjust penalties
Promote transparency33

Accomplishing these objectives will foster trust, cross-sector cooperation, and
leadership, making us better prepared at the national and global levels.

VII.

DOMESTIC HEALTH POLICY

Lack of trust, poor collaboration between levels of government, and a dearth
of effective leadership from at least the Trump administration contributed to the
dismal U.S. experience in battling COVID-19 throughout 2020.34 Thankfully
that trend was reversed with the introduction of effective vaccines and a change
in federal leadership.

VIII.

THE HEALTH IMPACT PYRAMID AND THE DRIVERS OF HEALTH
EQUITY

The now-classic work of former CDC director Thomas Frieden, The Health
Impact Pyramid,35 (see Figure 3) shows that the most effective public health interventions—those addressing socioeconomic factors—have the broadest and
most powerful population-level impact.36 Interventions to alleviate poverty,
boost educational attainment, and secure essential infrastructure such as quality
housing and sanitation systems, address the social determinants of health and
form the basic foundation of society.37

33

See PREVENT EPIDEMICS, supra note 20.
David Altman, Essay, Understanding the US Failure on Coronavirus, 370 BMJ 3417
(2020), https://doi.org/10.1136/bmj.m3417.
35
Thomas R. Frieden, A Framework for Public Health Action: The Health Impact Pyramid, 100 AM. J. PUB. HEALTH 590 (2010), https://ajph.aphapublications.org/doi/pdf/10.2105/
AJPH.2009.185652.
36
Id. at 594.
37
Id. at 591.
34
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Figure 3: The Health Impact Pyramid38
The second tier of the pyramid, Changing the Context to Make Individuals’
Default Decisions Healthy, “represents interventions that change the environmental context to make healthy options the default choice, regardless of education, income, service provision, or other societal factors.”39 Examples of contextchanging interventions with powerful impacts on public health include: fluoridated water, clean air and water, elimination of lead in gasoline and paints, safe
foods in terms of both traditional contaminants and unhealthy additives such as
trans fats, and strategies like tobacco taxes are all examples of context-changing
interventions with powerful impact on population health.40
Thus far, the “Future of Global Healthcare Governance” conference has been
focused on the top three tiers of the pyramid: long-lasting protective interventions like vaccinations, access to clinical care, and essential risk communication
to educate and inform the population of COVID-19 health risks and prevention
measures. While every level of the pyramid adds value to a comprehensive
COVID-19 response, addressing the social determinants of health at the bottom
of the pyramid will generate the strongest population-level health improvements
regardless of any specific infectious or chronic disease.41
To make progress on the issues at the bottom of the pyramid, we must address
the ugly under-belly of structural health inequities that drive poor health outcomes. To do so, we look to another health improvement framework for
38
Thomas R. Frieden, A Framework for Public Health Action: The Health Impact Pyramid, 100 AM. J. PUB. HEALTH 590 (2010).
39
Id.
40
Id. at 591–92.
41
See Frieden, supra note 30, at 594.
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strategies, A Blueprint for Changemakers: Achieving Health Equity Through
Law & Policy from ChangeLab Solutions.42 The Blueprint for Changemakers
outlines five drivers of health inequities as depicted in Figure 4 below: structural
discrimination, income inequality and poverty, disparities in opportunity, disparities in political power, and governance that limits meaningful participation in
civic life.43

Figure 4: Five Fundamental Drivers of Health Inequity44
Addressing these five drivers would build trust and require close collaboration
and profound leadership across sectors. Successfully addressing these drivers
would lead to significant improvements in the health of populations and address
the race and income inequities that we see in trends regarding COVID-19 deaths
and disabilities. The Blueprint for Changemakers provides the following strategic insight for making necessary changes:
• Reduce Structural Discrimination:
Reducing structural discrimination requires taking actions to minimize bias at
all levels of society by confronting historical oppressions; teaching people to be
inclusive from an early age; and exposing people to a variety of cultures,
42
A Blueprint for Changemakers: Achieving Health Equity Through Law & Policy,
CHANGELAB SOLUTIONS (2019), https://www.changelabsolutions.org/sites/default/files/201904/Blueprint-For-Changemakers_FINAL_201904.pdf.
43
Id. at 9.
44
Id.

574

GA. J. INT’L & COMP. L.

[Vol. 49:563

experiences, and perspectives on characteristics such as gender, sexual orientation, social class, race, and immigration status.45
•

Reduce Poverty and Disparities in Income and Wealth Accumulation:
“Reducing gaps in income and wealth requires investing in the neighborhoods
and populations with the greatest need; providing support to individuals throughout their lives—as young children, in working life, and in old age; and providing
financial protection against harmful or traumatic life events . . . .”46
• Reduce Disparities in Opportunity:
“Reducing disparities in opportunity requires creating pipelines to success, increasing protective factors, and reducing exposure to adverse experiences for
poor people and people of color across all ages.”47
• Reduce Disparities in Power:
“Reducing disparities in power means that historically disenfranchised people
are engaged as citizens and as professionals, working collectively to redistribute
the power and resources that shape opportunities for health.”48
• Leverage Governance to Promote Health Equity:
“Undoing our nation’s legacy of discrimination and segregation through law
and policy requires new laws, policies, and government protocols that are written
and implemented with the explicit goal of health equity.”49

45
Id. at 23 (citing David R. Williams & Selina A. Mohammed, Racism and Health II: A
Needed Research Agenda for Effective Interventions, 57 AM. BEHAV. SCIENTIST 1200 (2013)).
46
Id. at 24 (citing Richard V. Reeves, Two Anti-poverty Strategies, BROOKINGS INST.
(Sept. 2, 2015), www.brookings.edu/opinions/two-anti-poverty-strategies).
47
Id. at 25 (citing Jared Bernstein & Ben Spielberg, Outcomes and Opportunity: How
Inequality and Income Stagnation Are Limiting Opportunity in America, in CTR. ON BUDGET
& POL’Y PRIORITIES, POLICY OPTIONS FOR IMPROVING ECONOMIC OPPORTUNITY AND MOBILITY
4 (2015), https://www.pgpf.org/sites/default/files/grant_cbpp_manhattaninst_economic_mobility.pdf).
48
Id. at 26 (citing Beti Thompson et al., Strategies to Empower Communities to Reduce
Health Disparities, 35 HEALTH AFFS. 1424 (2016), https://www.healthaffairs.org/doi/pdf/
10.1377/hlthaff.2015.1364; Shiriki K. Kumanyika, Health Equity Is the Issue We Have Been
Waiting For, 22 J. PUB. HEALTH MGMT. & PRAC. S8 (2016), https://journals.lww.com/
jphmp/Citation/2016/01001/Health_Equity_Is_the_Issue_We_Have_Been_Waiting.3.aspx).
49
Id. at 27 (citing Timo Ståhl, Health in All Policies: From Rhetoric to Implementation
and Evaluation—The Finnish Experience, 46 (Supp. 20) SCANDINAVIAN J. PUB. HEALTH 38–
46 (2018)).
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HEALTH IN ALL POLICIES

Yet as Frieden aptly acknowledges, the biggest obstacle to making fundamental societal changes such as those outlined in the Blueprint for Changemakers is
the lack of political will to do so.50 Thus, the enormous global and domestic challenges of poverty and unhealthy environments speak directly to the need for trust,
collaboration, and leadership to build the political will necessary for ultimate
success.
With this in mind, the World Health Organization and the Government of
South Australia launched what is now called the Health in All Policies movement
in 2010.51 This movement, which has influenced action across the globe,52 aims
to engage leaders and policymakers at all levels of government—local, regional,
national, and international—to include health and well-being as a key component
of policy development.53 A Health in All Policies approach assists in integrating
health considerations across at least eight critical sectors and issues: economy
and employment, security and justice, education and early life, agriculture and
food, infrastructure planning and transportation, environments and sustainability, housing and community services, and land and culture.54
While the Health in All Policies movement is still largely aspirational, it is
nonetheless absolutely essential. If we’re going to be successful in building trust,
in collaborating, and in leading, health governance must use the systems thinking
and intersectoral approach at the helm of the Health in All Policies movement.
If we can do this, we will be prepared not only for the next pandemic whenever
it comes, but we also will be addressing the great health inequities shaping everyday life for millions if not billions of persons across the globe.

50

Frieden, supra note 30, at 594.
World Health Organization [WHO] & Government of South Australia, Report from the
International Meeting on Health in All Policies, Adelaide 2010, Adelaide Statement on Health
in All Policies (2010), https://www.who.int/social_determinants/hiap_statement_who_sa_final.pdf.
52
See, e.g., id.
53
Adelaide Statement on Health in All Policies, supra note 51.
54
Id.
51
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CASE STUDY: HEALTH IN ALL POLICIES IN RICHMOND,
CALIFORNIA

Richmond, California, is an industrial city with large petrochemical facilities
and related industrial production located just north of San Francisco.55 Richmond
has a population of approximately 109,000, a per capital income of less than
$32,000 a year, and less than 80% of students graduate from high school.56 As
of 2018, more than 20% of Richmond children live in poverty.57
Standard Oil (now Chevron) opened in Richmond in 1902.58 The city’s major
population growth came during World War II, when Kaiser Steel built the shipyards to produce the warships for the Pacific fleet.59 In fact, Richmond is home
to the Rosie the Riveter World War II Home Front national museum honoring
the work of an estimated eighteen million women who joined the defense and
support industries during World War II.60 During that time, thousands of Black
Americans moved to Richmond from the deep South to secure jobs and other
opportunities and to flee Jim Crow laws.61 But these workers were immediately
met with exclusionary zoning policies that limited housing options to neighborhoods immediately adjacent to industrial facilities.62
55

Quick Facts: Richmond City, California, U.S. CENSUS BUREAU, https://www.census.gov/quickfacts/richmondcitycalifornia (last visited Apr. 25, 2021).
56
Id.
57
Metric Detail for Children in Poverty in 2018 in Richmond, CA, CITY HEALTH
DASHBOARD, https://www.cityhealthdashboard.com/ca/richmond/metric-detail?metric=10&
metricYearRange=2018%2C+5+Year+Estimate&dataRange=city (last visited Apr. 19, 2021).
58
History, CHEVRON GLOBAL, CHEVRON RICHMOND, https://richmond.chevron.com/about/history (last visited Apr. 21, 2021).
59
History of Richmond, CITY RICHMOND, CA, https://www.ci.richmond.ca.us/112/History-of-Richmond (last visited Apr. 21, 2021).
60
Rosie the Riveter/WWII Home Front, NAT’L PARKS CONSERVATION ASS’N,
https://www.npca.org/parks/rosie-the-riveter-wwii-home-front-national-historicalpark?gclid=CjwKCAiApNSABhAlEiwANuR9YBc8ReX0AXTXDmaSYwcPYKlzPacmYAbDKbVCJKrqjwv0MiJJa6d9aBoCRNUQAvD_BwE (last visited Apr. 19, 2021).
61
History of Richmond, CITY RICHMOND, CA, https://www.ci.richmond.ca.us/112/History-of-Richmond (last visited Apr. 21, 2021).
62
See
Climate
Safe
Neighborhoods,
GROUNDWORK
RICHMOND,
https://www.arcgis.com/apps/Cascade/index.html?appid=720a1dca15ec4265a9
4d012cf06fbbf4 (last visited June 10, 2021). The U.S. Commission on Civil Rights’ 1967 report “Racial Isolation in the Public Schools” and Richard Rothstein’s The Color of Law provide powerful written histories that catalog the local government’s segregation practices in the
pre- and post-WWII periods. In the absence of redlining maps, “Negro Concentration” maps
developed by the Commission on Civil Rights serve as an appropriate proxy for redlining maps
in Richmond, California. Black refinery and shipyard workers were funneled into sub-standard
public housing and were legally excluded from residing in higher-quality publicly funded private housing. The “Negro Concentration” maps show where black households were concentrated in the city in the mid-1960s—the areas with higher percentages of black families,
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In short, structural racism followed Black American workers from the Jim
Crow South to California. While some aspects of the laws were different from
state to state, the pernicious effects of structural inequalities on health outcomes
are felt in Richmond to this very day.63
But this case study is a story of transformation. In 2012 and again in 2020,
Richmond adopted a visionary General Plan (called a Comprehensive Plan in
many states) to guide its future development within a Health in All Policies
framework.64 As shown in Figure 5, one of the goals of this plan is “Improved
Access to Medical Services.”65 Notice that the lead responsibility for achieving
this goal goes not to the county health department, but to city agencies like Planning and Building Services, the Office of Economic Development, and the Fire
Department.66 This is Health in All Policies at work. Throughout the Health and
Wellness element of the General Plan, measurements for success are integrated
across all governmental functions and not siloed into the relatively narrow mandates of health agencies alone.67

Figure 5: Community Health and Wellness Policy

especially the Iron Triangle, tracks with where black housing was designated during and immediately after WWII. U.S. COMM’N ON CIV. RTS., RACIAL ISOLATION IN THE PUBLIC SCHOOLS
(1967); RICHARD ROTHSTEIN, THE COLOR OF LAW (2017).
63
U.S. COMM’N ON CIV. RTS., RACIAL ISOLATION IN THE PUBLIC SCHOOLS (1967);
RICHARD ROTHSTEIN, THE COLOR OF LAW (2017).
64
PLAN. & BLDG. SERVS. DEP’T, CITY OF RICHMOND, RICHMOND GENERAL PLAN 2030
(2012),
http://www.ci.richmond.ca.us/DocumentCenter/View/8816/110-Health-and-Wellness-Element?bidId=.
65
Id. at 11.69.
66
Id.
67
Id.
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CASE STUDY: EQUITY IN ALL POLICIES IN SEATTLE, WASHINGTON

In 2020, anti-racism demonstrations took place in cities across the United
States, particularly after George Floyd was killed in Minneapolis.68 Local governments—with the leadership and support of public health agencies69—responded, in part, by passing resolutions declaring that racism is a public health
crisis. The American Public Health Association (APHA) reports that as of November 2020, almost 200 states and localities have passed such resolutions.70
While many of these resolutions are symbolic, lacking the force of law,
APHA’s Center for Public Health Policy Director Tia Taylor Williams believes
the symbolism is important71:
There are people who will view these declarations as purely symbolic—and in some cases, that’s true—but that symbolism is still
very important . . . . For far too long, as a country, we’ve danced
around and flat-out denied the impact and existence of racism. . . .
[T]he declarations can provide a new opportunity to examine
structural policies that reinforce inequities, enabling communities
to begin dismantling and replacing systemic racism.72
One of the cities which moved far beyond mere symbolic gestures is Seattle,
Washington, which has been a leader in racial justice issues for many years.73 In
fact, Seattle expanded upon its early Health in All Policies efforts to include equity in all policies, developing a Race and Social Justice Initiative to eliminate
racial inequity in the community.74 To succeed would require ending individual
68

Derrick Bryson Taylor, George Floyd Protests: A Timeline, N.Y. TIMES (Mar. 28,
2020), https://www.nytimes.com/article/george-floyd-protests-timeline.html?searchResultPosition=1.
69
See, e.g., Racism Is a Public Health Crisis, AM. PUB. HEALTH ASS’N,
https://www.apha.org/topics-and-issues/health-equity/racism-and-health/racism-declarations
(last visited Apr. 19, 2021).
70
Id.
71
Kim Krisberg, Communities Recognizing Racism as a Public Health Crisis: Declarations
Grow, NATION’S HEALTH (Jan. 2021), https://www.thenationshealth.org/content/50/10/1.2.
72
Id.
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Seattle, Washington, GOV’T ALL. ON RACE & EQUITY, https://www.racialequityalliance.org/jurisdictions/seattle-washington/ (last visited Apr. 21, 2021) (“The City of Seattle
created its Race and Social Justice Initiative (RSJI) in 2005, under the leadership of Mayor
Greg Nickels. When Seattle created the RSJI, no other city in the country had created an initiative that focused on institutional racism. The creation of RSJI was motivated both by community pressure and by city staff who had already started work to address institutional and
structural racism.”).
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racism, institutional racism,75 and structural racism.76 To address the impacts on
racial equity in Seattle, the city produced a Racial Equity Toolkit, which lays out
a process and a set of questions to guide the development, implementation and
evaluation of policies, initiatives, programs, and budget issues.77 Figure 6 captures this stepwise and deliberate approach to redressing racial inequities in that
city. 78

https://www.seattle.gov/Documents/Departments/RSJI/Racial%20Equity%20Toolkit_FINAL_August2012_with%20new%20cncl%20d
istricts(0).pdf (last visited Apr. 19, 2021).
75
Institutional racism is defined as “organizational programs, policies or procedures that
work to the benefit of white people and to the detriment of people of color, usually unintentionally or inadvertently.” Racial Equity Toolkit to Access Policies, Initiatives, Programs, and
Budget Issues, SEATTLE RACE & SOC. JUST. INITIATIVE, https://www.seattle.gov/Documents/Departments/RSJI/Racial%20Equity%20Toolkit_FINAL_August2012_with%20new%20cncl%20d
istricts(0).pdf (last visited Apr. 19, 2021).
76
Structural racism is defined as “the interplay of policies, practices and programs of multiple institutions which leads to adverse outcomes and conditions for communities of color
compared to white communities that occurs within the context of racialized historical and cultural conditions.” Racial Equity Toolkit to Access Policies, Initiatives, Programs, and Budget
Issues, SEATTLE RACE & SOC. JUST. INITIATIVE, https://www.seattle.gov/Documents/Departments/RSJI/Racial%20Equity%20Toolkit_FINAL_August2012_with%20new%20cncl%20d
istricts(0).pdf (last visited Apr. 19, 2021).
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Figure 6 : Racial Equity Toolkit
This work is a great example of trust, collaboration, and leadership coming
together through the power of governance to improve population health outcomes. People living in the neighborhoods drove this process.79 It is not just a
top-down but a bottom-up and a meeting-in-the-middle approach to governance.
It demonstrates how the governmental and grassroots leaders can come together
to address seemingly intractable problems in the community. In 2021, Seattle’s
initiative focuses on keeping children out of the criminal justice system including
decriminalizing issues that have led to the school-to-prison-pipeline, and other
79
See, e.g., Human Impact Partners, Health Equity Guide: King County Transforms
County Practice to Advance Health Equity, HEALTHEQUITYGUIDE.ORG: HUM. IMPACT
PARTNERS PROJECT, https://healthequityguide.org/case-studies/king-county-transformscounty-practice-to-advance-equity/ (last visited Apr. 21, 2021) (“The facilitators supported
discussion and dialogues with over 100 groups across many sectors, including education, criminal justice, human services, public health, and youth and faith-based groups. Additionally,
hundreds of King County residents attended 3 town hall meetings in 2008—one led by the
King County Executive, a second hosted by the King County Council, and a third focusing on
neighborhoods and health.”).
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neighborhood challenges.80 Additionally, the community is engaged in identifying anti-racist solutions for the future.81

XII.

CASE STUDY: BLOOMBERG PHILANTHROPIES DATA FOR HEALTH

Finally, on a global scale, Bloomberg Philanthropies launched a Data for
Health initiative, which “helps low- and middle-income countries collect better
health data . . . [and] provided technical assistance to support 32 national governments improve their use of data and gain a better understanding of COVID19’s impact.”82 While not specifically focused on Health in All Policies or racial
justice issues, the work is nonetheless profound, because many countries’ lack
of data inhibits their ability to make informed choices on how best to address
population health challenges.83 This has been especially true during the COVID19 pandemic and Figure 7 is a map of Bloomberg Philanthropies’ technical assistance to support 32 national governments improve their use of data and gain a
better understanding of COVID-19’s impact.84
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See, e.g., Dismantle the School-to-Prison Pipeline and Fully Fund Education, SEATTLE
INDIVISIBLE,
https://www.seattleindivisible.com/daily-actions/2020/6/16/dismantle-theschool-to-prison-pipeline-and-fully-fund-education (last visited Apr. 21, 2021).
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Data for Health, BLOOMBERG PHILANTHROPIES, https://www.bloomberg.org/publichealth/strengthening-health-data/data-for-health/ (last visited Apr. 19, 2021).
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Figure 7: Countries Working with Data for Health

XIII.

MOVING FORWARD

Health inequities originate from generations of discriminatory laws and policies that trace their roots to historic injustices. The biggest challenge to reversing
such systemic injustice is creating the political will to rectify unjust legacies.85
The good news is that we know that community-led efforts, which build social
capital and focus policy change efforts, actually work to improve health outcomes and address inequities.86
To maximize the effectiveness of community leaders, their efforts need to be
matched with advocacy which focus on laws and policies that are specifically
designed to address health inequities. The following guidelines outline
85

DeQuincy A. Lezine & Gerald A. Reed, Political Will: A Bridge Between Public Health
Knowledge and Action, 97 AJPH 2010 (Oct. 10, 2011), https://ajph.aphapublications.org/doi/10.2105/AJPH.2007.113282.
86
See Glen P. Mays et al., Preventable Death Rates Fell Where Communities Expanded
Population Health Activities Through Multisector Networks, 35 HEALTH AFFS. 2005, 2006
(Nov. 6, 2016), https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2016.0848.
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opportunities for policymakers to advance quality laws and policies, and maximize the effectiveness of community advocacy campaigns87:
•
•
•
•
•
•
•

Ground actions in public health principles of strong evidence and
community engagement
Draft laws and policies that explicitly address inequities
Fund implementation of the law
Ensure accountability
Create timelines for action
Enforce the law in a manner that reinforces equity principles
Commit to evaluation and monitoring

XIV.

CONCLUSION

Evidently, the goal to achieve effective pandemic preparedness does not just
require laws and policies but the political will to lead and act promptly, collaborate with key stakeholders within and outside national or sub-national borders,
and foster trust within populations. Underlying social determinants of health and
structural health inequalities must be tackled using the Health in All Policies approach to ensure that no one is left behind. Laws must also be enforced equitably
to achieve health equities and realize the fundamental right to health. However,
we must be careful not to undercut our goals for equity by having fines and penalties or enforcement mechanisms that are too burdensome on the population.
Transparency, empathy, and accountability must be the hallmark of all efforts
going forward.
In the words of Winston Churchill, “healthy citizens are the greatest assets any
country can have.” It takes committed people, not just systems or economies, to
shape the world we want to see and thrive in.
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Marice Ashe, Ensuring Policy Impact Through Strong Legal Practice, in PUBLIC
HEALTH UNDER SIEGE: IMPROVING POLICY IN TURBULENT TIMES (B. CASTRUCCI ET AL. EDS.,
APHA PRESS) (forthcoming 2021).

